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Surgical Extent of Thyroidectomy for Papillary
Thyroid Microcarcinoma

Suck Joon Hong, M.D.

The incidence of PTMC (papillary thyroid microcarcinoma)
has rapidly increased recently due to the application of ul-
trasonography to the thyroid. The good prognosis of PTMC
is well known with a mortality rate of less than 1%.
However, there is controversy about the surgical extent of
thyroidectomy for PTMC patients between surgeons and
endocrinologists due to differences in understanding the
clinical properties of PTMC, while having a difference in ba-
sic concepts in the treatment and follow up strategy for
PTMC patients. Total thyroidectomy is recommended for
PTMC patients because there is no major difference in the
rate of lymph node metastasis, extrathyroidal extension,
multiplicity between the PTMC and PTC over 1 cm in size
and although rare, occasional distant metastasis and mor-
tality cases could be developed. However, there is no evi-
dence of benefit of total thyroidectomy for the survival rate
of PTMC patients. The microscopic lymph node metastasis
and extrathyroidal extension are not prognostic factors for
the survival or recurrence in PTMC. The clinical lateral neck
lymph node metastasis and multiplicity has been proposed
as valuable prognostic factors in micropapillary carcinoma
and these factors could be assessed accurately by ultra-
sonography preoperatively. A decision on the proper extent
of thyroidectomy could be possible in most PTMC patients.
This article summarizes available data and concludes that
routine total thyroidectomy for PTMC patients is not rational.
(Korean J Endocrine Surg 2011;11:1-11)
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Table 1. Results of surgical treatment for PTMC patients at Noguchi Clinic and Mayo Clinic

Noguchi clinic

Mayo clinic

Pt 2070 PTMC

Op Mainly lobectomy

Postop. no RRA, no TSH suppression

Recurrence 2.5%, over at 35 yrs 90.7% in thyroid bed and/or cervical LN
Death 0.6% (followed-up for 16.5+7.3 yrs)

World J Surg 2008;32:747-753

900 PTMC

Mainly bilateral lobar resection

RRA (17%), TSH suppression (?)

5.7% at 20 yrs (cumulative) thyroid bed 1.5% LN 5%
0.3% (mean follow-up 17.2 yrs)

Surgery 2008;144:980-988
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Table 2. Cervical lymph node recurrence according to central lymph node metastasis

Central neck lymph node metastasis

Cervical lymph node recurrence (%)

(Pt No) Central neck (%) Lateral neck (%)
No metastasis (269) 0 (0.0 11 (4.0)
Microscopic metastasis (183) 0 (0.0 7 (3.8)
Clinical metastasis (196) 1 (0.5) 33 (16.8)

648 1 (0.2) 51 (7.9)
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Fig. 1. Lymph node recurrence free survival of the papillary thy-
roid cancer patients with central L-N metastasis and with-
out central L-N metastasis.
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Fig. 2. Lymph node recurrence free survival of the papillary thy-
roid cancer patients with microscopic central L-N meta-
stasis and clinical central L-N metastasis.
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Fig. 3. Lymph node recurrence free survival of the papillary thy-
roid cancer patients with microscopic central L-N meta-
stasis and without central L-N metastasis.
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Fig. 4. Disease free survival of PTMC patients with extrathyroidal
extension and without extension.
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Fig. 5. Disease free survival of PTMC patients with various extra-
thyroidal extension by gross findings.
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Fig. 6. Disease free survival of PTMC patients without extra-
thyroidal extension by gross finding but pathdogially ex-
trathyroidal extension positive and pathologically extra-
thyroidal extension negative.
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Table 3. Multifocality in PTMC patients

Author Frequency (%)
Baudin 60*
Furlan 31.9
Chow 31
Pellegriti 26.7
Salvadori 23.6
Rassael 23
Lin 19

Table 4. Recurrence in remnant thyroid following lobectomy for
PTMC patients

Author Frequency (%)
Hay 10
Baudin 35
1.7 unifocal PTMC
8.0 multifocal PTMC
Noguchi 0.6
Rassael 0

*Non incidental PTMC.
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Table 5. Locoregional recurrence after operation for PTMC pa-
tients at Mayo Clinic

Table 6. Locoregional recurrence after operation for PTMC pa-
tients at Asan Medical Center

Study period 1940~ 1980 1945 ~2004
Follow-up yrs 20y 0y 15y 20vy
Recurrence rate
After unilateral lobectomy  20% 57% 57% 9.8%
After bilateral resection 5% 45% 47% 55%

Surgery 1992;112:1139-47; Surgery 2008;144:380-8.

= 275%9 2 54 TSH7} % % hypothyroidism2-
°ﬂﬂ*°L T e FEE IR A A9

b otk %% A TSH7F 30 wuml o] 1918 3ol
A& 46%°l A subclinical hypotyroidisimo] |91t}
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wehA] 2SI AN AFY o)A} o|E o] FEAIT} Xfo)
7} g Releka olA @Al F5¥ & et

dl& 59 Hay 5(7) Mayo Chmcoﬂxi 19401 F-E] 1980
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v ASE A A E e RAE SHE o) w
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Period 1996 ~ 2002 2003
Follow up Median 61 months 6 yrs
Recurrence
After total thyroidectomy 8/165 (5.3%) 0/48 (0%)
Lobectomy 5142 (3.7%) 2/84 (2.4%)
Remnant 4 (2.8%) 1 (12%)
Lymph node 1 (0.9%) 1 (1.2%)

5] 2008Wd74A] 3t 3kA %izﬂ%vir-—% oA zARE
Az 104, 159, 20 AEo] ¥ 7
57%, 57%, 9.8% ¥AA At B 27 4.5%, 4.7%, 5.5% %=
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